Background: Islet cell transplantation is a method to stabilize type 1 diabetes patients with hypoglycemia unawareness and unstable blood glucose levels by reducing insulin dependency and protecting against severe hypoglycemia through restoring endogenous insulin secretion. This study analyses the current cost-effectiveness of this technology and estimates the value of further research to reduce uncertainty around cost-effectiveness. Methods: We performed a cost-utility analysis using a Markov cohort model with a mean patient age of 49 to simulate costs and health outcomes over a life-time horizon. Our analysis used intensive insulin therapy (IIT) as comparator and took the provincial healthcare provider perspective. Cost and effectiveness data for up to four transplantations per patient came from the University of Alberta hospital. Costs are expressed in 2012 Canadian dollars and effectiveness in quality-adjusted life-years (QALYs) and life years. To characterize the uncertainty around expected outcomes, we carried out a probabilistic sensitivity analysis within the Bayesian decision-analytic framework. We performed a value-of-information analysis to identify priority areas for future research under various scenarios. We applied a structural sensitivity analysis to assess the dependence of outcomes on model characteristics. Results: Compared to IIT, islet cell transplantation using non-generic (generic) immunosuppression had additional costs of $150,006 ($112,023) per additional QALY, an average gain of 3.3 life years, and a probability of being costeffective of 0.5 % (28.3 %) at a willingness-to-pay threshold of $100,000 per QALY. At this threshold the non-generic technology has an expected value of perfect information (EVPI) of $260,744 for Alberta. This increases substantially in cost-reduction scenarios. The research areas with the highest partial EVPI are costs, followed by natural history, and effectiveness and safety. Conclusions: Current transplantation technology provides substantial improvements in health outcomes over conventional therapy for highly selected patients with 'unstable' type 1 diabetes. However, it is much more costly and so is not cost-effective. The value of further research into the cost-effectiveness is dependent upon treatment costs. Further, we suggest the value of information should not only be derived from current data alone when knowing that this data will most likely change in the future.
Background
Islet cell transplantation is a method for stabilizing certain type 1 diabetes (T1DM) patients with hypoglycemia unawareness and unstable blood glucose levels [1, 2] . For these patients conventional management with intensive insulin therapy can be life-threatening [3] . In allogeneic islet cell transplantation the islets, isolated from deceased donors, containing glucose-responsive insulinproducing beta cells, are transplanted to replace the patient's own beta cells, previously destroyed by the chronic autoimmune disease T1DM [3] [4] [5] . This treatment has substantially improved the lives of patients, by reducing glycemic lability, risk of severe hypoglycemia, so-called "death-in-bed events", long-term cognitive and physical disability, and in many cases has led to decrease or discontinuation of exogenous insulin therapy for variable periods of time [6] [7] [8] .
In July 2000 the Edmonton protocol for islet cell transplantation, developed at the University of Alberta Hospital (Edmonton, Canada), reported promising results of achieving sustained insulin independence in seven consecutive patients [4] . However, five-year insulin independence rates were only about 10 % [9] . Substantial refinements of transplant procedure and immunosuppression regimen, have led to insulin independence rates of 60 % at four years and 50 % at five years, rates that now match those results obtained by whole pancreas transplantation [2, 8, 10, 11] . Further, graft survival, the main factor in protection against severe hypoglycemia, is 82 % at five years [8, 9] . Of the 166 patients that had islet cell transplantations at the University of Alberta Hospital between 1999 and July 2012, 79 % still had graft survival in 2012 and therefore protection from severe hypoglycemia [2] . Graft survival was defined here, in agreement with Barton and colleagues, as having either full graft function (independence from exogenous insulin for ≥14 consecutive days) or partial graft function (no insulin independence, but with C-peptide secretion ≥0.3 ng/mL) [8] .
Between 120,000 and 300,000 Canadians have T1DM [12] [13] [14] . Of these about 10 % are especially sensitive to insulin and have defective counter-regulatory hormonal responses, putting them at higher risk of neuroglycopenia due to severe hypoglycemia [15] . Additionally, up to 10 % of T1DM mortality is due to hypoglycemia [16, 17] . Consequently, between 15,000 and 30,000 Canadian patients could potentially benefit from islet cell transplantation. However, patients must meet extensive eligibility criteria, including absence of: significant renal impairment, active infection (tuberculosis, HIV), desire for fertility, malignancy, thrombophilia or coagulopathy, substance abuse, insulin requirements of > 1.0 u/kg/day, and severe or untreated cardiac disease [2] . Additionally, there are many barriers to the widespread adoption of islet cell transplantation, including limited donor availability and the risks of post transplant immunosuppression [18] .
The purpose of our study was to evaluate the costeffectiveness of allogeneic islet cell transplantation, as provided at the University of Alberta Hospital. We compared the costs and benefits of allogeneic islet cell transplantation and intensive insulin therapy in transplant eligible patients. Our study was conducted from the perspective of the provincial health care payer (Alberta Health Services), using the patterns of care and costs observed at the University of Alberta Hospital. In addition, we examined the value of further research to reduce current uncertainties in the evidence to inform future reimbursement decisions.
Methods
Our analysis was performed within a Bayesian decisionanalytic framework using stochastic modelling techniques. We used a discrete state-transition Markov model to simulate marginal differences in clinical effects and costs, resulting from the two treatment alternatives. The population was a hypothetical cohort of patients who met the transplantation inclusion criteria and have the below defined characteristics. We followed current best practice modeling guidelines [19] [20] [21] . Our methods for characterising the value of further research were built upon those previously described by Hall and colleagues [22] .
Treatments compared
Intensive insulin therapy (IIT) is variable but involves a form of frequent self-monitoring of blood glucose and three or more daily insulin injections, or equivalent therapy with an insulin pump. IIT generally includes the use of a long acting basal insulin (e.g., glargine or detemir) and multiple doses of short acting insulin (e.g., glulisine, aspart, lispro), with highly variable dosage, usually 0.6 u/ kg/day. In our model, we simulated mean results of either best manual or device-based injection and monitoring, plus adherence to behavioural recommendations for hypoglycemia unawareness.
In contrast to IIT, islet cell transplantation is performed via injection into the liver with on average 5783 islet equivalents per kg for each procedure [2, 9] . Immunosuppression is necessary for as long as there is graft survival. External insulin injections are only needed when graft survival decreases and partial insulin dependence recurs. The medication used as of 2012 is summarised in Table 1 . Generic and non-generic medication was assumed to be equally effective. We excluded other treatments involving pancreas and/or kidney transplantation as comparators because their medical risk-benefit ratio was considered to be too high for patients with our b At the time of our study it was provided at no charge through a compassionate release program baseline characteristics, largely due to the risks associated with major surgery [8, 18] .
Baseline patient characteristics
Based on findings in two studies we defined the following baseline characteristics [2, 23] . Additional to fulfilling the eligibility criteria above, we assumed 55 % of our cohort to be female, on average 47 years old, with a diabetes duration of 29.4 (standard deviation = 11.3) years, a weight of 71.1 (11.8) kg, a BMI of 24.8 (3.1), a glycated haemoglobin level of 8.2 % (1.3 %), insulin requirements of 0.6 (0.17) u/kg/day, and only minor to moderate comorbidities [2] .
Perspective
The analyses are presented from the perspective of the health care payer. Therefore, we considered only health effects for the patients, and only direct costs faced by the healthcare provider for those patients. Effectiveness is expressed in quality-adjusted life-years (QALYs) in order to measure the impact of therapy on both quality of life (QOL) and life expectancy. Secondary analyses using life years are also reported. All costs are measured in 2012 Canadian dollars, with necessary adjustments made using the Canadian consumer price index for health and personal care [24] . Not included in this analysis are costs falling on the patient's family and the impact of health problems on economic activity (productivity costs).
Model structure
Cycle length was one-sixteenth of a year (~23 days) with a time horizon of 1000 cycles (62.5 years). Cycle length was chosen following consultation with clinical experts, to allow for the appropriate characterisation of the clinical follow-up of transplant patients, including repeat transplantations. Although some patients have received additional transplantations following extremely late graft failure [25] , these cases are very rare and so are not included in the model structure. All patients entered the model at the same time and our time horizon covered their remaining lifetime.
Transplantation arm
The transplantation arm had six states ( Fig. 1 
The comparator arm
The comparator arm had the IIT states with and without complications, and Dead. These were the same states as in Fig. 1 but without the Transplantation, Insulin independent and Partial graft survival states. The costs, utilities and transition probabilities for these states were presumed to be the same as for the corresponding states in the transplantation arm.
Modelling of complications
Our model included three groups of complications: 1) initial transplant or immunosuppressive-related complications within the Transplant state, 2) subsequent major immunosuppressive-related complications within the graft survival states, and 3) diabetes-related complications without graft function as a separate state. We modelled the first two complications as being a weighted part of the relevant state costs and utilities. This was similar to our approach for the complications state where the model structure has been simplified by aggregating serious diabetes complications, additional to the baseline characteristics, into a single state. Modelling all of the different complications and combinations of those complications would have made the model substantially more complex, likely requiring some form of patient level simulation. Given the primary health benefit of islet cell transplantation is the reduction in the risk of hypoglycemia associated mortality, this aggregation of other diabetes related complications was judged to be an acceptable simplification by the clinical experts, unlikely to substantially affect the assessment of the therapy's value.
We used the term diabetes-related complications (DRC) as meaning diabetes-related complications worse than at baseline and additional to hypoglycemia unawareness. Patients from all alive states could get DRC, in which case immunosuppression had to be ended. There was no evidence to support the differential modelling of DRC profiles for IIT patients and transplant patients after graft failure, although the clinical expectation is that the time to complications will be delayed for transplant patients [2, [26] [27] [28] [29] [30] [31] .
In both treatment arms the same DRC occurred, but patients with graft survival were at lower risk. The risks of initial or major immunosuppressive complications were the same for patients with full and partial graft function. Patients with immunosuppressive complications that were to difficult to treat while on immunosuppression had to end that medication and their graft failed.
Parameter estimation and implementation
The following subsections describe the probability, cost and utility inputs of our model. We assigned distributions to most parameters (Tables 1, 2 and 3) . Further information about the choice of distributions can be found in Appendix 1 (Additional file 1).
Event probabilities
Patient life expectancy is a function of the transition probabilities over the time horizon of the model. Due to data limitations, all probabilities were assumed to be constant over all cycles within each of the simulations, except when directly concerning transplantations or background mortality. While the probabilities for initial transplant success and initial complications could be directly implemented, the majority of probabilities had to be calibrated to match source data (e.g., graft survival) due to 'competing risk' bias [32] . The following four sections and Table 4 provide details on the probabilities that were implemented in the model.
Treatment effectiveness
The primary goals of islet cell transplantation are to avoid hypoglycemia and achieve excellent glycemic control [2] . Insulin independence is also a goal, albeit secondary, and it increases the probability of longlasting graft survival. Another effect of islet cell transplantation is a reduction in DRC [2, [26] [27] [28] [29] [30] [31] . We assumed all alive patients without DRC have some graft survival in the cycle after transplantation, because almost all patients become c-peptide positive after the first transplantation. The proportion of patients with full graft function after transplantation, assumed to be increasing from first to third and fourth transplantation, was based on published data [23] and on expert opinion that most patients become insulin independent after the second transplantation. Transition probabilities for graft loss and recurrence of insulin independence were calibrated to achieve the five-year rates (50 % full and 82 % overall graft survival). To simulate the occasional ineffectiveness of the treatment, our model presumed a higher rate of early graft failure over the first six months.
Diabetes-related complications
An Ontario study found that 40 % of all diabetes patients get DRC [33] . Our patient population had up to moderate comorbidities and unstable T1DM, a complication in itself which can cause more severe complications including long-term disability through neuroglycopenia [15] . Therefore, we made the assumptions that our patients' risks of getting other additional DRC are 55 % over the model horizon and that those risks are reduced by 75 % (55 %) when having full (partial) graft function. The risk reductions were implemented through hazard ratios and after graft failure, risks returned to nontransplantation levels.
Mortality
We combined age-specific background mortality rates in Alberta from female and male life tables [34] , using an age-specific weighted mean (55 % female). Then we modeled differences in life expectancy between our patient population and the general non-diabetic population. A publication reported a difference in life expectancy of 6.5 years between Canadians with and without diabetes at our cohort age (77.7 versus 84.2 years total) [35] . This difference is dominated by the majority of patients who have type 2 diabetes. Although T1DM is considered to have a comparatively higher life-expectancy impact of up to 15 years [14] , published data on the magnitude was scarce. Due to the characteristics of our patients, we assumed a 12-year difference for our IIT-treated patients, resulting in a life expectancy of 72.2 years total.
This difference was implemented with two-step increased hazard ratios of mortality in non-graft-survival states, compared to background mortality. For graft survival we took background mortality since there was no evidence of increased mortality due to islet cell transplantation [2] . Of the two data sources for background mortality only one reported diabetes and non-diabetes Mortality (probability of death)
Background all-cause mortality (Age-specific) Fixed Weighted mean of [34] fitted to match [35] Hazard ratio (HR) of mortality due to hypoglycemia 
Treatment and immunosuppressive complications
Immunosuppressive medication can lead to a range of complications with substantial variation in their severity. Although islet cell transplant can be considered minimally invasive and non-surgical when compared to whole organ transplantation, there are potential complications associated with the transplant procedure itself [2] . We assumed 65 % of the patients experience minor initial complications, which can be overcome within one cycle e.g., by adapting medication [2] . Based on expert opinion we assumed that 1.5 % of patients get major immunosuppressive complications and 10 % of them have to stop immunosuppression as a result. As a simplification, both these complications were implemented into the model as variables of the overall transition probabilities, state costs and utilities.
Costs
On the one hand islet cell transplantation causes cost savings from reduced DRC and to a smaller degree insulin therapy [10] . On the other hand it induces additional costs from organ procurement, islet processing, the transplantation procedure itself, follow-up visits, immunosuppression and possibly treatment of complications [2] . We obtained cost data from the University of Alberta hospital (Chris Broscheit via Mike Bentley, personal communication, October 12, 25 and November 6, 2012). The provincial healthcare provider covers costs for procedures, initial drugs and, through a specialized high cost drug program, immunosuppression [36] .
Resource use for the graft survival states consisted of: immunosuppression, clinical follow-up, insulin therapy and other medication. (Table 1) . We assumed the price of generic immunosuppressant drugs to be a third of the 
Utilities
We used utility measures to enable QOL adjustments of life expectancy [37] . The highest utility was assigned to insulin independence. Two studies about health-related QOL with diabetes on type 2 and type 1 and 2 respectively reported a mean utility value of 0.81 for diabetes without complications [38, 39] . We assumed a "no-injection bonus" of 0.02 and a disutility of immunosuppression of 0.01. These led us to 0.82 for insulin independence. All other utility weights were modelled as disutilities subtracted incrementally from this value. Several studies suggested an increased health-related QOL after islet cell transplantation [40] [41] [42] or a reduction in fear of hypoglycemia [43] . For partial graft function we assumed a utility of 0.81 because there is some need for insulin injections. In the first cycle we assigned the transplantation state the same utility as IIT. Subsequently it took the same utility value as for partial graft function. We found no published evidence on the utility decrement for severe non-self limiting hypoglycemia. A study of T1DM found disutilities of up to 0.08 for brief and mostly self-limiting hypoglycemia [44] . We assumed a utility decrement of 0.10. We regard this to be a conservative assumption because severe nonself-limiting hypoglycemia events often require thirdparty assistance. We used a weighted average of published utility values of seven complication disutilities to calculate the disutility for the DRC state (Table 2) [33, 39, [45] [46] [47] . We assumed the following mean one-time disutilities, which were subtracted per occurrence from the state utilities: 0.05 for initial complications and 0.10 per episode for major immunosuppressive complications. When these lasted longer than one cycle, the disutility was applied again.
General analysis
We conducted a probabilistic analysis and structural sensitivity analysis to investigate the cost-effectiveness of islet cell transplantation and to evaluate uncertainty around our results. The model was constructed and run with the software TreeAge Pro 2015 (Williamstown, MA, USA). Costs and benefits were discounted at 5 % per year, as recommended by the Canadian Agency for Drugs and Technologies in Health [48] . A half-cycle correction was applied.
We performed a probabilistic sensitivity analysis (PSA) to incorporate parameter uncertainty by specifying each parameter as a probability distribution rather than as a single value known with certainty. Monte Carlo simulation was used to propagate the uncertainty regarding the model inputs through to uncertainty regarding the outputs (i.e., expected costs and effects of each intervention). Then the incremental cost effectiveness ratios (ICERs) were calculated using the expected costs and effects of each intervention produced by this probabilistic analysis. In our value of information (VOI) analysis we also calculated the expected value of perfect information (EVPI) and the expected value of perfect parameter information (EVPPI) on both per-patient and population levels. For information on the calculation of the population level values see Appendix 4 (Additional file 1).
The EVPPI analysis used 600 'outer' and 600 'inner' loops. This setting was computationally feasible while showing results very similar to settings with higher numbers of loops (see Appendix 5 in Additional file 1). We also explored using a novel online tool, the Sheffield Accelerated Value of Information (SAVI) application [49] , that estimates the EVPPI from given sample outcomes and inputs (parameter draws) of a PSA. We adhered to the traditional calculation approach using nested Monte Carlo simulations, since this allowed us to calculate the EVPPI for various willingnessto-pay levels automatically.
Our EVPPI analysis used three parameter groups: 'costs' , 'natural history' , and 'effectiveness and safety'. Those groups were chosen based on the research vehicle that could be used to collect data informing the parameters. For example, effectiveness and safety data could be collected during a trial that is accompanied by a patient-level QOL study, while cost data could be collected using routine databases or micro-costing studies. For details on each group see Appendix 6 (Additional file 1).
Currently there is no publicly adopted willingness-topay threshold i.e., cost-effectiveness threshold for Canada [50] . A study from 2015 assumed $50,000 per QALY gained for CADTH while a threshold of $100,000 was mentioned as early as 1993 [51, 52] . We used both thresholds because we considered $50,000 the more conventional figure and $100,000 the upper limit. Some results at $50,000 were not reported if they are zero or directly follow from our conclusions at $100,000.
Scenario analysis
We used scenario analyses to consider the impact on the ICERs of different discount rates, unit costs of immunotherapy, mortality rates and disutilities in the IIT states. We examined the impact of assuming (a) 10 year and (b) 14 year reductions in life expectancy. The presumed disutilities of being in the IIT states with and without complications, both of which translate in potential QOL gains through transplantation, could be seen as conservatively small. That is why we looked at the effect of doubling both disutilities. This meant using mean utilities of 0.43 and 0.61 for the IIT states with and without complications respectively. Also we took a preliminary look at some hypothetical scenarios. In one scenario, there was no need for immunosuppressive medication. In another one there was reduction of $20,000 in the cost per transplantation.
Further, we explored the effects of using different costs in the IIT states with and without DRC. This was necessary because (a) the data in our source study from Ontario pointed towards costs that rise with the number of years a patient has diabetes, and (b) our patient group had diabetes for a longer time than the patient group in the source study. We tried to implement the rising costs by using tunnel states for DRC and IIT states, but found this to raise costs slightly and increase model running time more than 40-fold. Therefore, we instead multiplied the drawn values by 1.25 and 1.10 for patients with and without DRC respectively, giving the same result as using tunnel states.
Results
In our base-case probabilistic analysis, the ICER for islet cell transplantation compared with IIT was $150,006 per QALY gained. This was calculated from expected incremental per-patient cost increases of $290,816 and effects of 1.94 QALYs. We found that transplantations led to prolonging life by on average 3.33 years (undiscounted) per patient and to a substantial increase in quality of life. The latter follows from the incremental figures for QALYs being higher than the corresponding life years figures in Table 4 , which shows the main results for different sub model scenarios.
In all simulations and scenarios, islet cell transplantation was more effective but more costly than IIT. At a willingness-to-pay for each additional QALY (WTP) of $50,000 ($100,000) the incremental net monetary benefit of islet cell transplantation was negative (-) $193,881 (-$96,946). Treatment was more costly than IIT even when looking only at costs occurring after the first year. The probability that islet cell transplantation is costeffective reached 95 % at a WTP of $196,000 and it fell to 13 % at a WTP of $125,000 and 0.5 % at a WTP of $100,000.
Results differed for sub models (Figs. 2 and 3 and Table 4 ). The lowest ICER for islet cell transplantation ($63,668 per QALY) was found when we assumed generic immunosuppression and a 1 % discount rate. In this scenario the probability of being cost-effective at a WTP of $50,000 or $100,000 was 9.5 % or 99.2 % respectively. The highest ICER ($160,394 per QALY) was found in Cost-Effectiveness Acceptability Curves Fig. 2 Cost-Effectiveness Acceptability Curves (CEACs). The probability of islet transplantation being cost-effective decreases with increasing discount rate and rises with WTP threshold levels. The CEACs are for scenarios with different discount rates: 0 % (doted line), 3 % (short-dashed line), 3.5 % (long-dashed line) and 5 % (solid line). The uncertainty spread around the mean cost-effectiveness increases (the curves becoming less steep) with increasing discount rates the scenario that assumed a life expectancy difference of only 10 years between our patients and the non-diabetes population and a 5 % discount rate. A net benefit probability map (NBPM), which shows uncertainty contours that link the deciles in the distribution of the net health benefit results over time [53] , was plotted at a WTP of $100,000 (Fig. 4) . On the map one can see that, from a healthcare provider perspective, we found a higher than 90 % risk that in the long-term the net health benefit of transplantation is negative. In addition, the map revealed that events at the beginning of the model horizon dominated the overall variation of the long-term results. The EVPPI results (see below) showed the large initial spread on the NPBM was mostly due to high variation in the cost parameters.
Scenarios analysis
Compared to the base case, the ICER was substantially and increasingly lowered when using lower discount rates (Table 4 ). While the difference between 5 and 3 % ICERs was large (~$30,000), neither of these discount rates led to cost-effectiveness at WTP = $100,000. Higher discount rates implicitly favour large effects with a short duration that occur soon over small effects with a long duration, even if the total undiscounted effect is the same. Although treatment benefit of islet cell transplantation is typically spread out over a period of 10 to 15 years, the bulk of the extra costs of transplantation occurs at the start of treatment. With an increasing discount rate, the probability of islet cell transplantation being net-benefit maximising decreased (Fig. 3) and the cost-effectiveness acceptability curves became more flat, which means the range of uncertainty around the expected cost-effectiveness increased (Fig. 2) .
Unsurprisingly, a lower disease impact on life expectancy led to islet cell transplantation having lower potential and actual benefits as well as higher costs, and vice versa (Table 4) . A lower (higher) impact increased (decreased) the ICER by about $10,000. The scenario with generic immunosuppression and a $20,000 reduction in per-transplantation costs had an ICER of $90,412. Even switching to generic immunosuppression alone lowered incremental costs by $73,636 and the ICER to $112,023. In the scenario with the increased cost in the IIT and DRC states costs of both alternatives were higher but more so in the comparator arm, leading to a slightly lower than base case ICER of $147,573. When looking at doubling the presumed disutilities in the IIT states we found that this increased the cost effectiveness of islet cell transplantation. However, our analysis found that, even together with increased costs in the IIT states and a 0 % discount rate, this was only enough to consider transplantations cost-effective at a WTP of $100,000 but not at a WTP of $50,000 (Table 4) .
Value-of-information analysis
At a WTP of $100,000 the base case EVPI was $50.73 per patient and $260,744 for Alberta, assuming that there are 5140 patients in Alberta who could potentially benefit from the therapy (Fig. 5) [12, 14-17, 54, 55] . Using a 3 % discount rate the EVPI was $2285 per patient and $13,44 million for Alberta. With generic immunosuppression those figures increased to $6480 and $33.31 million. However, the EVPI was zero at a more The dents in CEAFs, with their lowest points indicating the willingness-to-pay levels when islet transplantation becomes the net benefit maximizing alternative, move to higher WTP levels when using higher discount rates conventional WTP of $50,000. This result was sensitive to the choice of discount rate. When we used a discount rate of 1 % and generic immunosuppression the EVPI at a WTP of $50,000 was $1493 per patient and $14.34 million for Alberta. Depending on the WTP threshold and discount rate, this means that further research into whether islet cell transplantation is cost-effective can be worthwhile for Alberta up to this upper limit. The value to Canada of investing further research around islet cell transplantation would be substantially greater, as Alberta is home to a minority of Canadian people with unstable Type 1 Diabetes. To compare the results for the parameters groups of our EVPPI analysis we report the per-patient maximum value for each group of parameters, that is the value at a WTP equal to the respective ICER. That value was $12,267 for the costs group, $11,401 for the natural history group and $8073 for the effectiveness and safety group.
Discussion
We found that islet cell transplantation is not costeffective when compared to standard therapy for unstable T1DM. Although it shows large improvements in health outcomes over standard therapy, as anticipated it is also much more costly. These extra costs are not offset by more than proportionate improvements in health outcomes. There is low value in obtaining further information to reduce uncertainty in the model parameters. Those results were found to be robust across a wide range of alternative assumptions. However, the use of generic immunosuppressive medication alone could greatly improve cost-effectiveness.
Our study compared several structurally different scenarios giving insight into the role of key parameters in the model. For example, we showed that one particular model input, although independent of the treatments under consideration, had a substantial impact on the ICER. The discount rate was important in estimating the net benefit of our treatment strategies. Future studies may wish to consider including it as a 'parameter of interest' for their VOI analysis.
The value of further research into the cost-effectiveness of islet cell transplantation is dependent on lowering treatment costs, the choice of discount rate and the willingness to pay for health. Resolving the uncertainty around cost parameters would most valuable. One purpose of our scenarios was to investigate the VOI implications of future cost changes. While this study estimated the VOI only for Alberta, the value of the public information generated from further research there is likely to have value in informing decision making in other jurisdictions. Hence the value to Canada will be substantially higher and the value to the international diabetes community greater still. If the willingness to pay for health is substantially higher than used in our analysis, such as the $150,000 to $200,000 suggested by Neumann and colleagues for the United States, then further research would be extremely valuable and routine adoption would be a more costeffective use of limited healthcare resources [56] .
We found two other cost-effectiveness studies that looked at allogeneic islet cell transplantation alone (i.e., without other transplantations) and both had IIT as comparator. Both studies and our results show that islet cell transplantation provides important improvements in health outcomes. The first study adopted various different assumptions from our study [57] . For example, the model assumed a 20 year time horizon and assumed that transplantation reduced the risk of DRC to zero. The study also assumed a much lower age at the start of treatment (20 years), which is substantially lower than observed in practice. Whilst the study found that transplant could be cost saving to the system, it was driven by graft survival assumptions which the authors acknowledged to be optimistic. In addition, the distributions used to characterise parameter uncertainty did not adhere with best practice [20] .
The second study was conducted by the Alberta-based Institute of Health Economics (IHE) and had a series of different model scenarios [23] . The scenario closest to our base case showed overall results similar to those indicated by our study. That lifetime sub model calculated an ICER of $163,387 (in 2012 prices) if graft survival completely prevented DRC. Whilst there were differences in the cohort demographic characteristics and the costs of transplantation, the most important difference between our study and the IHE study was the assumption regarding the impact of transplantation on the risk of diabetes-related complications. The IHE analyses assumed in the compared scenario a much greater risk reduction (and in other scenarios no risk reduction). However, the impact of assuming complete prevention of DRC on the ICER was largely offset by higher transplantation costs and lower treatment costs for IIT.
A limitation of this study is that IIT and islet cell transplantation currently cannot be considered mutually exclusive alternate or equivalent therapies. Islet cell transplantation is reserved as an end-stage therapy for subjects where IIT has been offered, optimized and has still failed to resolve risk of incapacitating and potentially life-threatening recurrent hypoglycemic events. Nevertheless, for lack of alternatives besides transplantation, IIT is still standard therapy for these individuals. For those patients for which IIT has completely failed, one can argue -aside of cost-effectiveness considerationsthat provision of islet cell transplantation is still an appropriate use of healthcare resources, because here all the criteria of the 'rule of rescue' apply [58] .
Unstable T1DM has a relatively low prevalence of about 0.1 % of the population and islet cell transplantation is still a comparatively new technology. Therefore only a limited amount of published data was available to be used as input for model parameters. One should take this into consideration when interpreting our results. Additionally we based the costs for non-graft-survival states on values from Ontario rather than Alberta. However, relevant coverage policies were found to be similar in both provinces.
Parameter correlation was implemented only to a limited extent because of a lack of adequate data. This is a clear limitation of our study. State costs were composite variables composed of relevant cost draws. The reduced risk of DRC and the higher risk of death without graft function were each modelled with nested two-step hazard ratios. While limited parameter correlation may have influenced our findings, it could be argued that parameter correlations are not as important in cohort models as they are in individual patient simulations, thereby limiting any impact.
Conclusions
Islet cell transplantation, although highly effective, is currently not cost-effective due to its increased costs. Although there are uncertainties in many model inputs, the value of obtaining further information to inform a cost-effectiveness analysis is low when currently recommended discount rates are applied. If further research were to be conducted, research about procedure and medication-related costs would have the highest research value because of the relatively large uncertainty around those parameters and their importance in determining the current results. Further, we suggest the value of information should not only be derived from current data alone when knowing that this data will most likely change in the future.
Ethics approval
This study meets the ethical standards implemented by the Research Ethics Office of the University of Alberta, who approved the research proposals connected with this minimum-risk non-clinical study.
Availability of data and materials
The datasets supporting the conclusions of this article are available in the Open Science Framework repository, DOI 10.17605/OSF.IO/5QJPV. Further we also include here an additional file (Additional file 1.docx).
The additional file contains the appendix which has seven short sections that complement the main manuscript by providing details deemed to technical for inclusion in the main manuscript. The section headings are: Abbreviations DRC: diabetes-related complications; EVPI: expected value of perfect information; EVPPI: expected value of perfect parameter information; ICER: incremental cost-effectiveness ratio; IIT: intensive insulin therapy; PSA: probabilistic sensitivity analysis; QALY: quality-adjusted life-year; QOL: quality of life; RSD: relative standard deviation; SD: standard deviation; T1DM: type 1 diabetes melitus; VOI: value of information (decision analytic context); WTP: willingness to pay per additional QALY.
